demonstrated a toy, M. H., sixteen years old, who complained of hard hearing, dizziness and noises in both ears for the last two years. Neither ear ever discharged. Large quantities of ear wax and epidermoidal scales were re-' moved from both ears, especially from the right, where they were anchored in the region of the posterior upper quadrant of the drum membrane. Both membranes were considerably retracted. Hearing distance in the right ear was one meter for whisper; in the left, three meters. In catheterization the air entered with a soft sound in the right, with a harsh (normal) sound in the left ear, after which the aspect of the right drum membrane was as follows: The anterior half is normal, the posterior half shows the highest degree of retraction. The membrana flaccida shows the reflex of a cove. The handle of the hammer is in its normal position, but the posterior half of the membrane is tightly adherent to the inner wall of the middle ear. The short process is quite prominent, and a high posterior fold extends from it, sickle-shaped, to the posterior margin. Depressing the speculum downward and forward, one is able to look underneath this fold into a bag-shaped excavation of the membrane, extending into the aditus ad antrum. On the inner wall of this bag the long process of the incus, the stapes, and, extending horizontally backwards, the tendon of the stapedius muscle are clearly visible. The atrophic adherent part of the membrane is drawn tightly, like a glove over the hand, over all these parts. The left membrane is normal.
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meters, in the left to over seven meters for whisper. Rinne's test: a 1 right ear plus ten seconds, left ear plus twenty seconds. Weber-Schwabach: a 1 in the right ear positive; a in the right ear plus twenty seconds. The lower tone limit in the right is 26 v.d.; in the left ear, 16 v.d.
Explanation.-There is in the right ear one of the conselluences of adenoids. Through absorption of air in the antrum and cells of the mastoid, the membrane became first retracted, then in the posterior half adherent, and extended bag-shaped into the aditus ad antrum, thus overlapping and later on replacing the normal lining by epidermis. Masses of epidermis gathered in the bag, and there is the beginning of cholesteatoma. The most forcible inflation through the catheter gives subjective relief, but does not change the picture. Had the speaker had a chance to remove the adenoids a year or so ago, normal conditions might have been obtained, as secured in the left ear. Now the boy is a chronic invalid.
DISCUSSION.
DR. GEORGE E. SHAMBAUGH asked Dr. Holinger whether he considered the condition of the drum membrane the result of reaction alone.
DR. HOLINGER replied in the affirmative. DR. SHAMBAUGH said that the impression he got from the appearance of the drum membrane in this case was that of scar formation in the upper posterior quadrant. The most"extreme form of retracted drum membranes which one encounters in the nonsuppurative types of middle ear troubles presents a condition where the handle of the hammer is entirely obscured, drawn up under the posterior fold. In Dr. Holinger's case the manubrium is still visible. The formation of a cholesteatoma in the pocket formed in the upper external margin of Dr. Holinger's case is the most interesting feature, and throws an additional light on the method of formation of this interesting cIipical condition. It is apparently always due to the accumulation of desquamated epithelium and develops, as a rule, from epithelium which has invaded the middle ear cavities. Dr. Shambaugh has seen a large cholesteatomatous mass filling the inner third of the external meatus, where there has been no perforation into the middle ear.
Dr. Holinger's case resembles rather closely the cases of cholesteatoma developing in the attic, the origin of which has been cleared up by the work of Bezold. The membrana flaccida is very often sucked in against the neck of the hammer, to which it becomes adherent. It becomes very easily torn, and in this way forms a portal for entrance of epithelium into the attic. This eventually results in a cholesteatomatous formation.
DR. NORVAL H. PIERCE thought the case very interesting, the pathology of which has to do with the very keynote of the pathology of the middle ear. His understanding of the process of formation of cholesteatoma in this type of cases, as described by Bezold, is that the eustachian tube becomes closed. He asked Dr. Holinger if the tube was permeable in the case presented.
DR. HOLINGER replied that it was. DR. PIERCE asked if he could see the location of the adhesions.
DR. HOLINGER replied that the anterior part of the membrane is covered, but not the posterior.
DR. PrBRCI': said that Politzer claims that in all these cases there is an absolute shutting off of ventilation from the part of the ear affected-not necessarily in the eustachian tube, but somewhere in the cavum tympani, so that no oxygen gets into that portion of the cavum; whether in the tube or whether due to adhesions somewhere among the various ligaments of the epitympanic space and the tubal ostium, makes very little difference. The fact remains that there is no ventilation or no ingress of oxygen to that particular part of the cavum which is affected. As the members all knew, the theory is that the oxygen is absorbed and carbonic acid given off by the mucous membrane in the cavum. It is well-known that carbonic acid is a great stimulus to muscle fiber, and probably in these cases this surplus carbonic acid contributes to the abnormal contraction of the tensor tympani, adding to the retraction of the tympanic membrane. There are two entirely dissimilar otoscopic pictures presented by these cases: One in which the manubrium mallei is in an approximately normal position as regards its lateral relations, the other in which the manubrium is greatly foreshortened, or scarcely visible, in advanced cases, it having been retracted inwards and upwards toward the eustachian tube orifice. The explanation is this: In the former cases the manubrium has been at the very beginning of the process bound down to the promontory by a plastic inflammation, rendering the lateral dislocation impossible. In the latter cases no such adhesion has occurred, so that the plus atmospheric pressure outside of the tympanic membrane and the contraction of the tensor tympani has been unrestrained. Cholesteatoma are more likely to form in the former class of cases. Atmospheric pressure remains the same in the external auditory canal -sixteen pounds to the square inch-and this pressure produces pressure atrophy. Pressure atrophy has its greatest effect on the least resistant portion of the membrane-Shrapnell's membrane. Shrapnell's membrane is composed of two layers, the skin and the mucous membrane, whereas the pars tensa is composed of three layers-the layer from the dermis of the external auditory canal, the middle or fibrous tissue, and the layer derived from the mucosa of the cavum. Therefore, the pressure atrophy has its greatest effect upon Shrapnell's membrane.
Before cholesteatoma can occur in these cases we must have a perforation, which perforation occurs in Shrapnell's membrane as an end result of pressure atrophy. After perforation occurs, then the epithelium from the external auditory canal and the tympanic membrane crosses through the perforation and into the aditus and epitympanic space. These are the cases of adhesion in these early stages that recently have attracted attention-in New York especially. It has been claimed that considerable benefit as to hearing is derived from mobilizing the handle of the malleus from the promontory. An incsiion is made below the long handle of the malleus, and with a ring encircling the malleus the adhesions are broken up. We all know that this is only a small part of the pathology of such a condition. Dr. Pierce's experience has led him to believe that it is impossible permanently to mobilize these cases, and in cases of threatened cholesteatomatous formation it is a question in his mind whether ossiculectomy is not advisable, to prevent the formation of cholesteatomatous masses up in the antrum. He has been able to remove the cholesteatoma in a couple of instances by injecting salt solution under the periosteum of the external auditory canal. There is usually a break in the periosteum that covers the outer surface of the epitympanic space, and this fluid apparently travels under the periosteum of the external auditory canal into the epitympanic space, and then washes out the cholesteatoma through the perforation. In one case, at least, this method was followed by an apparent cure. In other words, the cholesteatoma did not return for a considerable time afterwards.
These cases are very elementary, but very practical, and the speaker was glad that Dr. Holinger had brought the case before the society.
DR. HOLINGeR, in closing the discussion, said that the difference between the condition present in his case and that reported by Dr. Shambaugh is in the fibers of the membrane extending downward and forward from the end of the handle of the mallet. If these fibers are strong enough to withstand the traction of the tensor tympani muscle, the handle of the mallet will remain in place; if not, or if there is a perforation of the light cone, the handle will move upward and backward. In his case these fibers saved the anterior half of the drum head: The posterior half became retracted, atrophic, adherent and formed what Bezold called a "cholesteatoma of the external meatus."
Paper: Massage of the Eustachian Tube.* By ALFReD Lewy, M. D.
DR. J. HOLINGeR thought a paper of so much importance as that presented by Dr. Lewy should not go without discus-sion~especially at the present time, when we actually see so many of these cases. The epidemic of influenza of last winter was combined in a great many cases with middle ear suppuration and affection of the eustachian tubes. Many of them belonged to the category spoken of by Dr. Lewy, with more or less retraction of the drum head, and very distressing s"ubjective noises. The speaker did not know whether the other members saw as many of such cases as he had, but it seemed to him that sometimes for days he hardly saw anything else except~econdary changes in the tube and middle ear, caused by chronic or subacute nasopharyngitis. He had not had the courage thus far to massage the tubes directly, although the indication was present. The question in his mind has always been, is it probable that we accomplish more in these cases by an active treatment than by waiting? Therefore, he welcomed the paper. It showed that with the careful technic described in the paper, Dr. Lewy did not see very much result, and the other members need not expect much more from their endeavors. The socalled stenosis of the eustachian tube has been discussed very extensively. The Schwartze school insisted on using the bougie in the eustachian tube. Bezold has shown that there is a curve in the eustachian tube. This curve is sometimes very sharp, so that a bougie may· get caught, and not pass. This does not necessarily mean a stricture. The pathologic changes of the eustachian tube are not in the course of the tube, but at both ends, either at the tympanic end or at the nasopharyngeal end. The nasopharyngeal end can be reached with Dr. Lewy's method, often with good success. The work that has been done so far with the nasopharyngoscope is very promising of further success.
DR. JOS!tPH C. BECK said that a few years ago, when he began to examine the eustachian tube by the present nasopharyngoscope, then known as the Valentine salpingoscope, he saw a recess behind the posterior lip of the eustachian tube that was never visible to him before. At that time Dr. Pynchon told him that he had been practicing what he called massage of the eustachian tube and the lymphoid tissue which he found in that region. But for the last three years, since the speaker pulled forward a palate in the adenoid operation, he has frequently seen the. socalled Rosenmiiller fossa and the posterior lip, a-condition that was never clear to him by any mirror examination.
After acute or chronic inflammation of the nasopharynx there is an infiltration in the muscles of the tube, so that the normal action does not take place, and then by this massage action, sweeping around these three different strokes, normal action may be brought about. Too little attention is paid to the eustachian tube, particularly to the muscular apparatus of the tube.
He thinks that the result oftentimes obtained by the removal of the tonsils is due to the change produced on that little muscle, which comes from the palate, that goes around the eustachian tube opening. Hence the parts have again reestablished themselves.
Massage in these chronic cases improves the condition temporarily, but when left alone the condition returns. The result is on the muscle apparatus more than anything else.
DR. H. KAHN said the question of massage of the eustachian tube is not new. The method described by the essayist is novel. Ten or twelve years ago U rbantschitsch massaged the eustachian tube by passing a eustachian catheter; through this a celluloid bougie was inserted, and then with a backward and forward movement of the bougie five, ten or fifteen times, as desired, hyperemia was established, and adhesions were also broken up. Urbantschitsch also practiced a backward and forward massage of the nose, with a mechanical vibrator, which reached back around the end of the tube through the length of the lower meatus of the nose. This vibrator was armed with cotton and an oleaginous substance, and rubbed the lower end of the turbinate. Dr. Kahn could not see that the method does anything more than establish a hyperemia, or to make a postnasal application in a definite way.
DR. ROBERT $ONNENSCHliIN, in closing the discussion for Dr. Lewy, said he hardly felt in a position to discuss the paper. He knew that some men have practiced massage of the eustachian tube on the same principle that pneumomassage is applied to the external ear-by passing a catheter into the eustachian tube, and then applying the tip of the apparatus which transmits the pneumomassage to the end of the catheter, and massages in that manner.
Whether the efficacy of all these methods is due to the fact that a hyperemia is induced, or whether the exercise of the muscles, as suggested, is the prime factor, he did not know, but thought that perhaps both had something to do with it.
The fact mentioned by Dr. Beck regarding temporary improvement of hearing after removal of tonsils and adenoids is probably seen by many. Nothing has shocked the speaker more than to see a wonderful improvement of hearing after removal of the adenoids, and then, a year later, retrogression again. Whether this was due to the fact that a small amount of lymphoid tissue is left in the fossa of Rosenmiiller, or to the fact that the muscles have rel.lewed their former tone or lack of tone, he could not say. 
DR. ROBERT SONNENSCHEIN said that, while he has never injected the sphenopalatine ganglion, he wanted to report a very interesting and absolutely typical case of the syndrome described by Sluder. In this case there evidently was a dehiscence of bone covering the ganglion, because the ganglion responded to treatment in a way that showed that it must have been exposed. The patient, thirty years of age, a' married woman, came to the speaker about three years ago, and, without. suggestion or direct questioning on his part, gave a history of the typical symptoms of the syndrome of Sluder. There were most terrific neuralgic pains, starting in the region of the cheeks, going into the mastoid, down the occiput, shoulder and into the arm. In order to relieve this, various dentists had removed all of the upper teeth, without benefit. Twice a week she had such severe paroxysms that she was obliged to stay in bed, and any exertion, such as going down town, invariably brought on a paroxysm. Having heard Sluder about a year or two before that describe the condition, the speaker at once connected the two, and on going up beneath the middle turbinate bone with the posterior end of a small applicator and touching this region, a most frightful paroxysm was brought on. He then used a saturated cocain solution, as suggested by Sluder, and in a few minutes relief was obtained. He then used formalin two or three times a week for six or seven applications, beginning with one-tenth of one per cent solution. The paroxysms diminished and then disappeared, so that for two years she was practically free from pain, except for very slight occasional pains which did not incapacitate her. Two or three months ago she returned, with the statement that she had one or two paroxysms, which, however, were nothing compared with the original ones. Dr. Sonnenschein then applied the formalin again for a few treatments, and the pains disappeared.
This case had the typical symptoms and yet yielded to these simple topical applications. There was no hysteria present in the case, but a sad reality in the removal of all of the upper teeth in a young woman of thirty, for a condition which was not benefited by their removal.
DR. H. KAHN said the whole question under discussion was of much interest to him, particularly the mechanism of cocain when applied in this region-the posterior end of the middle turbinate-and about the region of this ganglion. What is the mechanism? Why does the cocain act? There must be some intimate connection of the outside with the inside.
DR. BECK said that they had obtained results in other cases, but those were the best where the cocaio was used.
DR. KAHN said he would like to know the mode of action of the drug.
DR. NORVAL H. PIERCE said he had had very little experience in this matter. He had had some, however, and had seen Sluder work. One of Sluder's cases he remembered, of a physician who had to give up his work for a long time on account of this pain running down into his right arm. This man told Dr. Pierce himself that he was cured, the cure coming on after the second or third injection of his sphenopalatine ganglion. He also saw a case of nervous affection of the eyelids injected by Sluder, and Sluder afterwards wrote him that the case had been entirely cured up after a week.
The speaker had had one case that he rather hesitated to say anything about, because. he was quite sure he did not get into the sphenopalatine ganglion. This patient, a man, was a highly nervous and imaginative Individual. He suffered from ethmoid disease and the arm pain, which was not neurotic in character, however. He would describe it by saying that a numbness would start in his face, and then a sensation like the buzz or an electric bell would seize him over the collarbone; this would be followed by numbness and sometimes pronounced pain running down-the arm. Dr. Pierce told this man that he had recently seen cases of that sort treated, and that if he would consent to the experiment, he would be glad to try this method of treatment. The man readily agreed to it, and. Dr. Pierce tried to get into the sphenopalatine ganglion. The patient had a very open nose, and he could see his way very distinctly. He put all the pressure that he thought was justified on a very heavy needle and tried to get in. He was quite sure, however, that he did not get beyond the periosteum. However, a week afterwards the man came back and said that he was greatly improved. The telephone bell effect had disappeared, and all he had was a slight constriction around the left forearm, and he insisted on another injection, which Dr. Pierce did, in the same manner, in the same dense bone. In another week the man reported that he was practically all right, and was greatly pleased. Dr. Pierce did not feel that he could ascribe the effect to the injection of the ganglion.
One thing he wished to speak of, however, was that there was quite a copious initial hemorrhage.
All these cases of vague pain in the head, and strange abnormalities of vision are almost always connected with instability of the nervous system, which, on this account, are probably often benefited by any extraordinary method of operating. We should go very carefully about this whole matterbefore drawing fixed conclusions.
DR. LOUIS OSTROM, Rock Island, said he had seen Sluder work, as well as a few others, and had seen what he considers a neglect of detail of technic that is not permissible in other work, namely, leaving air in the needle. Air is left in the needle to the amount equaling seven drops of water. Unless this air is expressed and the needle filled with the solution to be used, you are injecting air first. He has seen trouble following the use of sphenopalatine injections, and he felt it was due entirely to this neglect. His method is to fill the needle with the solution to be used and then cork one end. The needle is then introduced, syringe (already filled) attached, and he knows how much he is injecting. He thinks that is just as important in this connection as in giving an ordinary hypodermic, if not more so. It is all a matter of technic.
Sluder has his patient in the upright position. It is not an, easy matter to make an injection, with a movable head, and' know just exactly the force that you are' applying. If you have the patient in the recumbent position, then make the injection, you have absolute physical control of the situation.
Dr. Ostrom believes these two points are just as important in the technic as the location. When you say the posterior tip, he believes that that also should be restricted as to what is meant by the posterior end of the middle turbinate, because you may have a very large tip of the posterior end, and unless you keep the exact location of the sphenopalatine ganglion in mind, you may go wrong.
DR. JOSEPH C. BECK thought the most important part in the cases that were reported is the effect of the alcohol on nerve tissue and on the neighboring nerves. The sphenoidal fissure and the pterygomaxillary fossa are in close proximity, and so is the sphenoid sinus, to a number of nerves, particularly the optic nerve. He believes these injections are made very frequently without any regard to vision. That is, the vision is not taken before or after these cases are injected, and the question is to be answered as to what effect alcohol has on the various nerves. Dr. Norcross presented a paper to the society on the injection of the superior laryngeal nerve, in which he reported hypoglossal paralyses or paralyses of the tongue, and Dr. Beck has had such an experience, and we have heard about the abducens paralysis. In this injection of sphenopalatine· ganglion the optic nerve gets a bath of alcohol-at least, the adventitia of the optic nerve does-and it is yet to be proven what the effect of the alcohol is on the optic nerve. We know the hypoglossal and abducens could be affected. He wished to report a case of facial paralysis following the use of trichloracetic acid. He completed a radical mastoid operation, in which he had previously closed the pharyngeal end of the tube, and got a complete closure of the tympanic membrane in a case of continuous discharge from the ear. The perforation healed up, but soon after that there were recurrences of fluid accumulation in the ear, with typical attacks. Rupture ensued; then the patient was well for several months. Then there was a good deal of pain in the mastoid. The speaker opened up and did a radical mastoid. In order to end the trouble he tlsed Yankauer's curette, and then with a Holmes' applicator very carefully applied the trichloracetic acid into the tube to further insure obliteration, but undoubtedly must have spilled some of the trichloracetic acid in the region of the facial canal, or in some dehiscent portion of it. At any rate, the patient had a transient facial paralysis, which took only a short time to recover. The facial nerve might have been injured during the mastoid operation, but he doubted it. He took it to be a case of facial paralysis from trichloracetic acid, analogous to the action of alcohol.
Dr. Beck could say frankly that the results from these injections are uniformly poor. They are not lasting. Many of them are failures, especially those that are done for vague pains in the head. Quite a few have been benefited, but striking results, such as he has heard reported by others, he has not seen. The cO~1ditiol1 is apt to recur, because you do not get a destruction, as in the use of osmic acid. There is only a temporary destruction of the neurons, or part of them, which is followed by a reformation of the structures.
. The question of hemorrhage is, of course, important. We must be careful not to injure that branch of the posterior pharyngeal that goes down in close proximity to the sphenopalatine ganglion. In one case the speaker injected the ganglion in a patient, and a week later the alarming hemorrhage occurred. She had had some bleeding at the time of operation, but this hemorrhage must have been due to secondary infection. DR. J. HOLINGER had made several of these injections, and could only coincide with the other speakers. The results were not as he had expected. He especially recalled one patient in whom he injected the sphenopalatine ganglion three times, at intervals of five weeks. The symptoms were typical. He was sure that he followed the technic to the very letter. There was no benefit derived by the patient. He had had the same experience with the two other cases he had injected.
DR. POLLOCK, inclosing the discussion, was glad to hear so much adverse criticism, but wished to can attention to a paper, previously read by him, in which he had stated that the res uits were not as brilliant in his hands as those reported by Sluder, and that was his reason for reporting his failures, so to speak. However, he has had some good results. Uniformly, the results have not been so good as he would like them to be, but he could not quite agree with most of the men, because he has in a great number of cases obtained good results. In regard {o Dr. Kahn's question as to why the application of cocain in this region results in temporary cure of the patient, or relief of symptoms, he wished to say that the cocain has a very strong penetrating effect on mucous membrane, and the sphenopalatine foramen is right in that neighborhood. He tries to put the cocain up against the sphenopalatine foramen. There is an opening in the bone in the posterior wall, and there is nothing but a little mucous membrane to penetrate through.
DR. KAHN asked if Dr. Pollock got the same result in thick bone.
DR. POLLOCK replied that there is a sphenopalatine opening in the foramen in that region, where the nerve com.es out-the nerve that supplies the mucous membrane of the. turbinals; the cocain is applied in that region, and it penetrates.
Sluder has also advocated applying a solution of salicylic acid and various other medicaments that penetrate and have effect on these nerves. That is the reason we get these results. In all those cases where instantaneous relief is experienced, the results have been good.
Dr. Pollock did not wish to be understood as saying that when a patient comes with these pains, the sphenopalatine ganglion is injected immediately. That was not the idea of the paper.
He referred to a case he saw in consultatiQP with a doctor from St. Louis, which was one of typical sphenopalatine neuralgic pain. This doctor had diagnosed the case, and had had an X-ray picture taken, which showed that the third molar was impacted, in a young lady, about twenty-three years of age. He advised removal of the tooth, but she objected to it. They brought her to Chicago, and Dr. Pollock saw the young lady, and he also advised removal of the tooth. This was done, and immediately all the symptoms disappeared. It is the same way when there is a suppurative ethmoiditis or sphenoiditis causing irritation of this ganglion. All points of irritation are removed first, and if nothing results, then resort to the sphenopalatine ganglion injection. It is a sort of a measure of last resort.
Wi~h regard to Dr. Ostrom's remarks about the head being movable, the speaker always has a nurse to support the head. In very diffic.ult cases he gets a hammerlock on the patient. A great deal of force has to be used in most of these cases, because the bone is sometimes so thick that even with a hammer you cannot drive the long-needle into the bone. Dr. Sluder reported one case in which he actuaiiy drilled through into the pterygomaxillary fossa. and curetted out what he took to be the sphenopalatine ganglion This is the only case of drilling on record in this operation. Dr.~Pollock does not think there is any danger of using too much pressure, because you can feel that by your pressure sense. It is just the same feeling as in penetrating an antrum. Of course, the bone is thicker in most cases than the antral wall, but you can feel the needle slip into place, In regard to Dr. Beck's remarks about the effect of alcohol injection upon the different nerves, the sensory and motor as well as the optic, the speaker had had no experience in this line. Otto May of London -reported his results in the British Medical Journal. He injected alcohol in from fifty to ninety per cent strength, using from one-half to three-fourths centimeters, and injected into the supraorbital, Gasserian ganglion, the sciatic and anterior crural nerves in cats and dogs. He experimented on from seventy-five to one hundred animals, but arrived at the conclusion that alcopol injected into the trunk of a peripheral nerve produces a more dr less local necrosis of the nerve at the point of injection. The degeneration that occurs is not an ascending one anywhere. The nerve above the point of injection remains normal. The cells at the.origin of the fibers may show some degree of chromatolysis, but do not exhibit signs of permanent injury. The condition produced by such injection is more favorable to regeneration than that resulting from simple section. That is, by the injection you get-earlier regeneration than from injection without suturing the nerve again. The rapid regeneration of the nerve is retarded somewhat by the fibrosis which occurs, to a greater or less extent, in every case of alcohol injection.
About the Gasserian: It is apparently impossible by a single injection of alcohol to produce complete necrosis of the Gasserian ganglion, its dense texture preventing complete infiltra-tion. Alcohol tends to find its way underneath the sheath of the ganglion to the proximal root, which is affected to a greater degree than the actual Gasserian ganglion cells. There is a regeneration that occurs even after injection of the sphenopalatine ganglion. That is why some cases that are injected seem to have good results, and after a period varying from six months to two years they return with the same symptoms to a mild degree. They are reinjected, if necessary, two or three times. One patient the speaker has injected five times. Once you strike the ganglion, there is no use injecting further. The ganglion is a very small particle of the nerve tissue, situated in quite a large fossa. It is not very often that the speaker has struck it the first time. If you inject the alcohol and it permeates around, it does not affect the ganglion the same as if the needle went directly into the ganglion, which is demonstrated by the excruciating pain. When the ganglion is struck, uniformly good results are obtained, but the results are not as good as expected, nor as good as Dr. ·Sluder claims. However, Dr. Pollock said that there have been a large number of cases where relief from the pain was experienced. Of course, all cases of hyperesthetic rhinitis got relief, and a large percentage of the cases of neuralgia were benefited.
